Time 10:45 AM Dr. Lekha Tull Date 9/13/2024
Dental and Medical History
Patient Mame: Birth Date: Date Created:

Are you under a physician's care now; had a recent operation or had a serious head or neck injury? If yes, please describe below:

Are you taking any medications, pills, or drugs? If yes, please list below:

Hawve you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates? Yes [] No []

Sleep Questionnaire:

Do you Snore? (iYes ()Mo Is snoring interupted by a pause or chok (Yes () No
Do youfeelfatigued, exhausted, tired? (iYes (Mo Do you feel that sleepis not refreshing (“h¥es ()Mo
Arethere times when memory is a problem (iYes (JNo Do youfeel inneed of a nap? (D Yes (O No
Do you have pain or clicking in the Jaw Joint? Ti¥es ()Mo

\Women: Are you...
[ Pregnant/Trying to get pregnant? [T Nursing? [ Taking oral contraceptives?

Are you allergic to any of the following?

[ Aspirin Penicillin Codeine Acrylic

[ Metal [T Latex [T 5ulfaDrugs [T Local Anesthetics
Other allergies? | fyes |

Do you use controlled substances, had or have a Drug TiYez ()Mo

addiction? ) N

Do you have, or have you had, any of the following?

AIDSHIV+ () Yes (()No [Hemophilia ()¥es (()No |RadiationTreatments (Yes ()Mo |Alzheimer's Disease () Yes () No
Diabetes ()Yes (()No |Hepatits (hves ((No  [Anaphylads (hves ()Mo |RenalDialysis (h¥es ()Mo
Anemia ()Yes ()No |Lung/Breathing Problems ") Yes () MNo Rheumatic Fever ¥es ()Mo HighfLowBlood Pressure (") Yes (T No
Arthritis/Rheumatism (i¥es i )No |Epilepsy orSeizures ()Yes (WMo |Scarlet Fever (¥es ()Mo |Artificial Valve/Joint (i¥es ()Mo
Excessive Bleeding ()fes () No [HivesorRash (dYes (()No [Shingles ()Yes ()Mo |ExcessiveThirst O Yes (3 Mo
Hypaoglycenia (i¥es (INo |SickleCell Disease iYes ((Ng [Asthma (iYes ()Mo |Fainting Spells/Diziness (7} Yes () No
Blood Disease “)Yes ()Mo |FrequentCough ()¥es (JNo |KidneyProblems () Yes ()Mo |SpinaBifida hYes O No
Blood Transfusion ()Yes (()No |Leukemia (dYes ()Mo |[StomachfIntestinalDisease ()Yes ()Mo |FreguentHeadaches () Yes () MNo
Liver Disease (Yes ()No |Stroke () ¥es ()No |BruiseEasily (i¥es ()Mo | Swelling of Limbs/Gout () Yes (D)Mo
— (Oves (o |Glaucoma (¥es ()Mo |Thyroid Disease ()Yes ()Mo |Chemotherapy ChYes () Ne
Tonsillitis ()Yes (()No |ChestPains )Yes ((JNo [HeartAttack/Failure (Yes ()No |Osteoporosis Des (INo
Tuberculosis (¥es {)No |ColdSores/FeverBlisters () Yes ()No |Heart Murmur )Yes ()Mo |Tumors orGrowths (i¥es () No
Heart Pacemaker ()¥es CyNo  [Parathyroid Disease (iYes (yNo |Ulcers (i¥es ()Mo |Convulsions O Yes (O No
Heart Trouble/Disease (i¥es () No |PsychiatricCare ()Yes (1MNo |Yellowlaundice (JYes ()Mo |TebaccoUse h¥es ()No
Hawve you ever had any serious illness notlisted above? i ves O No If yes |

As required by law, our office adheres to policies & procedures to protect your information we create, receive or maintain, Your answers are for our records and will be kept confidential subject to
applicable laws. You will be asked some questions about this questionnaire and concerning your health, This information is vital to allow us to provide appropriate care for you. By signing below, you
certify that you have read and understand the above and that the information aiven is accurate. You will not hold this practice responsible for any action taken or not taken because of errors or
omissions that I may have made in thiz form,

Signature of Patient, Parent or Guardian:

X Date:




